A 76-year-old woman was admitted to hospital with a history of increasing shortness of breath, pallor, and tiredness. Prior to admission her general practitioner had checked a full blood count and she was found to be anaemic with a haemoglobin of 5.3 g/dl. There was no history of overt blood loss, change in bowel habit, or melaena stool. She had been taking aspirin, but there was no history of haemoptysis or epistaxis. She had a history of iron deficiency anaemia, for which no cause was established, a long history of sero-negative rheumatoid disease, and an above-knee amputation following a thrombotic occlusion of a right femero-popliteal bypass graft originally inserted for a severely ischaemic pre-gangrenous foot. On examination she was noted to be pale, with facial and lingual telangiectasia. There were features of rheumatoid disease affecting the hands but no evidence of scleroderma. Aside from fine late inspiratory bi-basal crackles the remainder of the examination was unremarkable.
Investigations confirmed an iron deficiency anaemia with a haemoglobin of 5. 
